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Hop#al& Boolere, Liege, Belgfum aOOO ing with acute respiratory failure due to pulmonary embolism.
CASE REPORT
The patient was a 53-year-old woman. In April, 1972, she complained of pain in the right hip, shortness of breath, palpitations and left ankle swelling. On examination, a mild systolic murmur was heard at the base of the heart together with a splitting of the second sound and an apical diastolic murmur. The electmadogram was within normal limits.
Routine urinalysis and blood tests were also normal.
In &amber, 1972, the patient was admitted to the University Hospital. She had dyspnea grade^ 2b) and periumbilical pain unrelated to meals. She had lost 4 kg within the last 5 months.
On admission, the patient was moderately cyanotic. Both ankles were swollen. The auscultation revealed a systolic munnur at the base of the heart with diastolic rumble at the tricuspid area. The electrocardiogram disclosed sinus rhythm with ventricular ectopic beats. There were definite signs d right atrial overload. The ventricular complexes were very small and showed a SIQs pattern.
The chest x-ray film revealed marked cardiac enlargement with particular involvement of the right atrium and ventride. There was $so indirect suspidon of pulmonary embolism with elevation of the right hemidiaphragm and i n d radiolucency of the right lung. The diagnosis of pulmonary embolism w a s further substantiated by pulmonary scintigraphy which showed defects of perfusion in the right middle and lower pulmonary lobes and upper left pulmonary lobe.
With a view toward con&ming the diagnosis of pulmonary embolism, vena cavography with pulmonary arteriogram was FIGURE 1. Inferior ileo-cavography (antemposterior incidence). Note hypoplasia of inferior vena cava in its proximal portion, the distal distention with enormous endoluminal formation reaching the atrium and the collaterality through r e d and perivertebral veins. cava with d a t e r a l enlarged vessels ( Fig 1 ) . A mass surrounded by vegetations was found in the right atrium. This mass seemed to grow towards the pulmonary arterial tree where obliterations of peripheral vessels were noticed.
In the following days, the patient developed circulatory shock with repeated bouts of ventricular tachycardia. She was admitted to the emergency surgical theater and a Trendelenburg operation was undertaken. The heart fibrillated during opening the chest and she died in spite of institution of electrical countershock.
Nemopsy Findings
A greyish white tumor arising from the inferior vena cava was found 10 cm below the renal veins (Fig 2) . The tumor in6ltrated the vein wall on 2 an, narrowing the lumen; it then ran freely along the whole length of the inferior vena cava and was attached only loosely to the endothelium. The tumor had a smooth surface.
In the right atrium, it showed a cauliflower shape with vegetations projecting into the right ventricle and infundibulum of the pulmonary artery. Small tumor fragments were found in the peripheral branches of the pulmonary artery, but no metastam were detected. The necropsy failed to reveal other features of interest.
At microscopic examination, the tumor was diagnosed as a leiomyosarcoma. It was formed of spindle cells with elongated nuclei showing pleomorphism and mitotic activity. Mitotic abnormalities were numerous and some plurinuclear giant cells were noticed. Occasional longitudinal striation was seen (Fig 3) . still be considered even in the presence of a large tumor.
The correct diagnosis with a good definition of the tumor limits is thus mandatory. Careful study of the clinical picture may be of considerable help in this respect. The symptoms indeed depend upon the level and extension of the mass. The different clinical symptoms are generally related to progressive occlusion of the inferior vena cava followed by development of collateral circulation. In previous reports, when the tumor was located in . the upper third of the inferior vena cava, Chiari's syndrome was observed with hepatomegaly, ascites and jaundice.s*6*7*8*lt-16 The origin of the hepatic vein was invaded by the tumor or occluded by antemortem thrombosis. H e~a t i c failure was sometimes more dramatic when the occlusion of the hepatic vein was abrupt."
Tumors located in the middle third of the inferior vena cava give rise to a nephrotic syndrome and renal failure. ' Leiomvosarcoma located in the lower third of the inferior Gens cava are extremely difficult to diagnose.
Very often, they extend to the peritoneum with no obstruction in the vena cava, but produce severe lumbar pain. It is only when the tumor grows inside the vessel that swelling of the legs may appear with a palpable abdominal mass. Cavography seems to be the most suitable method to reach the diagnosis and to obtain information as regards the tumor extent and location. This technique was used in two previous instances by Roussak and Heppelston6 and Deutsch and colleagues.21 In our patient inferior cavography revealed a defect of filling with many anastomotic vessels. The superior cavography showed extension of the tumor into the right atrium. Filling defects were also observed in peripheral branches of the pulmonary artery. Propagation into the right atrium was found in four cases so far.ls-151lg In all of them, the tumor arose in the upper third of the inferior vena cava.
Resection of the tumor was reported in six ~ases.~*'J~-~~
The first operation was carried out by Melchiorl8 in 1921.
Three patients survived the surgical procedure and were still alive between nine months and-one year after surgery.34. 
